














































































入院時現症：身長162 cm、体重62 kg、BMI 24。

























































かった。腫瘍マーカーは、CEA 21.5 ng/ml、CA125 





















万/μl、Hb 4.4 g/dl、Ht 13.3％、Plt 35.8万/μl。生
化学検査；TP 6.5 g/dl、Alb 2.9 g/dl、AST 10 U/l、







































































supraelevatoric PE (type I)、transelevatoric PE (type 
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　Pelvic exenteration (PE) is a highly radical surgery for recurrent gynecologic malignancies. PE is 
performed in patients with localized pelvic recurrence. Performing PE as a paliative therapy is 
controversial. We report two cases in which PE was performed with a curative intent for recurrent 
uterine leiomyosarcoma in one case and with a paliative intent for recurrent vaginal cancer in the 
other. Case 1 was a patient who had developed a second pelvic recurrence of uterine leiomyosarcoma 
stage 1B after hysterectomy and bilateral salpingo-oophorectomy. For a curative purpose, we performed 
en bloc resection of the bladder and the lower portion of the right ureter, sigmoid-colon, and the upper 
part of the rectum. We preserved the urethra, vagina, the lower part of the rectum, anal canal, and 
perineum, as there was no tumor invasion. Permanent colostomy and urinary diversion by using a 
segment of the ileum were performed. Although the patient developed ileus, she was discharged 28 days 
after the surgery. There has been no sign of recurrence 32 months after PE. Case 2 was a patient who 
had developed recurrence after irradiation for vaginal cancer stage III. The tumor had invaded the 
vaginal wal, urethra, perineum, and rectum. The patient developed a recto-vaginal fistula. We proposed 
permanent colostomy instead of PE because of suspected metastatic liver lesions. However, she strongly 
preferred PE because she had been experiencing severe uncontrolable perineum pain and had 
developed a recto-vaginal fistula due to the tumor invasion. After the patient provided informed 
consent, with a paliative purpose, we performed en bloc resection of the vagina, uterus, and both 
adnexae, bladder, urethra, sigmoid-colon, rectum, a portion of the levator muscles, and the perineum. 
Permanent colostomy and urinary diversion via ureterostomy were performed. We reconstructed the 
defects of the perineum using a rectus abdominis myocutaneous flap. She was discharged 38 days after 
the surgery without postoperative complications. There has been no sign of local pelvic recurrence 29 
months after PE, and her metastatic liver lesions did not progress.
Key words : gynecologic malignancy, pelvic exenteration, post-operative complication. quality of life, 
paliative medicine
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